The idea of giving a patient with fractures of the pelvis a mechanical advantage, by placing pillows under his/her back in order to make bridging forthe bedpan easier, was tested in this clinical trial. Twenty nine subjects were entered by block randomisation into the ex perimental group and twenty nine into the control group. The number of days from entry into the trial until independent bridging was noted. Independent bridging is defined as the patient being able to lift high enough to slide a conventional stainless steel bedpan under the buttocks. Results show that there is a significant difference in time to bridging ( Y = 0,602, p = 0,0027) in favour of the experimental group. Other variables studied appear to marginally favour the control rather than the experimental group, thus suggesting that the pillow method could be used safely and effectively in the treatment of patients who have sustained a range of pelvic fractures.
INTRODUCTION
An extensive literature search revealed very little published ma terial on assisting the patient suffering from pelvic fracture(s), with the necessary function of bedpan use as an aspect of being bedridden for approximately six weeks. Difficulties with bedpan use, and asso ciated pain, depend on the severity and configuration of the pelvic fractures. Betts-Symonds suggests that the patient be allowed to open his bowels onto an incontinence sheet, when pain and immobi lity in bed prevent bedpan use. However "The very idea of this may prove to be distasteful to the patient"(p 173)1.
The authors found that in the clinical arena, patients are often lifted onto the bedpan by the nursing staff. Such lifting causes further discomfort and pain, but is considered better than suffering from constipation. Supreme effort would be required to suspend the trunk and pelvis by the arms from a monkey chain. This technique can be used, by the athletic young patients with less severe fractures of the pelvis. How ever, it is not feasible in general.
Pillow positioning under the upper trunk is proposed as a possible alternative to incontinence sheets and to lifting. The underlying mechanism by which the effect of the pillow positioning is mediated, is thought to be the result of the extensor muscles of the lower back and hips (hamstrings, gluteus maximus and erector spinae) coming into action to support and lift the fractured pelvis from the bed, rather than the flexor muscles which would have the effect of sus pending the fractured pelvis. Further, with pillow positioning the patient is in a horizontal supine position, which makes evacuation of the bowels easier than with buttocks higher than shoulders, as is the case without the use of pillows. The usual method of evacuation is in a sitting position, which is gravity assisted. The first author has observed the patient's distress when attempting to evacuate.
METHODOLOGY
The trial was conducted between February 1990 and July 1991 in Cape Town in the Groote Schuur Hospital Orthopaedic wards. A total of 80 men and women who had sustained fractures of the pelvis were sequentially allocated by prior block randomisation to ex perimental and control groups.
Written consent was obtained from the Medical Superintendent of Groote Schuur Hospital, as well as the Department of Ortho paedics and the design wasapproved by the University of Cape Town Ethics Committee. Informed consent from the patient was obtained verbally. Initially, the group of physiotherapists assigned to the orthopaedic wards decided on the protocol to be used for the trial, with the first author. A proforma was drawn up for each patient's details, and a diagram drawn to be placed above the bed of each experimental group patient. The diagram was intended as a reminder to all staff treating the patient, of the method of pillow positioning during bedpan use for that particular patient (Fig 1) . The methodology was checked by appointment, to ensure standardisation. Any new staff or students to the wards were orientated to the procedure, which was restricted to the experimental group.
All patients entered into the trial were given an explanation of the importance of being able to use the bedpan whilst confined to bedrest, in order to avoid constipation (and catheterisation for women, with its consequent potential for infection). A monkey chain was provided to ensure the maximum amount of mobility in the bed for each patient. At the end of the trial 58 cases were evaluated. Exclusion were necessitated by: death -1, missing proforma -10, spoiled proforma -6, discharge before completion of trial -4, and severe pain on any movement, due to a fragment of bone in the joint -1 .
The purpose of a designed clinical trial of the type described, is two-fold: firstly, to discover if an apparent effect is associated with the intervention, so that the experimental group achieves bridging earlier than the control group; and secondly, should there appear to be such an association, to lend su pport to the inference that the cause of the association is the intervention itself.
In other words, the authors hope to demonstrate an improvement in the experimental group and to reasonably infer that the mechan ical advantage of the pillow positioning is the cause of the improve ment.
TREATMENT PROCEDURE

Experimental Group
The commands given to the patient were as follows:
• "Pull with both hands on the monkey chain to raise your head, shoulders and back off the bed", (enough to allow the therapist to slide two pillows lengthwise between patient and bed, suppor ting from waist to head). • "Raise your head" (enough to position one more pillow horizon tally under the head to provide further spine flexion. See Fig 2) .
• "Release the monkey chain and push extended anus onto the mattress, head back, knees bent and lift the buttocks from the bed". (Bedpan is slid into position at this point provided the patient can lift buttocks high enough. See Fig 3) .
Control Group
The control group was asked to bend their knees and raise their buttocks from the bed by pushing downwards on the feet and ex tended arms, in the usual manner, without any pillows positioned under their backs.
DATA COLLECTION
The number of days from entry into the trial until independent bridging was taken as the outcome (dependent) variable. Demo graphic data is presented in Table I . Explanatory variables are listed in Table II .
These variables were considered to have possible effects on the time to bridging. All data for each patient was recorded on the proforma by the physiotherapist or student who was treating the patient. This was part of the documentation kept by the ward staff in a file at the patients' bedside. Table I presents data on demographic variables and Table II clinical variables which might be associated with changes in time to bridging. The experimental and the control groups do not appear to differ substantially on any of these variables. Table III gives evidence of substantial apparent effects, with the experimental group showing markedly shorter periods to bridging.
RESULTS
The Pearson X = 14,178 statistic indicates that the experimental and control groups differ in having unequal probabilities associated with each of the bridging periods. The Gamma statistic is a measure of the strength of the advantageous relationship between the inter vention and the period to bridging. A perfect advantageous relation-Physiotherapy, August 1992 Vol48 no 3
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ship would yield Y = 1.00 on a suitable set of time to bridging classes. In contrast, Y =0.00 indicates the absence of any relationship, and Y=-1.00 an exact inverse relationship between intervention and time to bridging2. Here the value Y =0.602 indicates that the ob served differences of the Pearson's test are attributable to shorter bridging periods for the experimental group. The Mann-Whitney U-test gives rise to a z-statistic of 2,82, which is significantly different from zero.
The Mann-Whitney test for differences between the response time to bridging between the two groups is appropriate here, as it presumes no distributional information . It too establishes marked evidence of lower bridging time with the experimental group.
DISCUSSION
The improvements in the experimental group might possibly have been associated with other important clinical factors. No such asso ciation was established between the time to bridging and any of the variables recorded in Tables I & II. Furthermore, in the random allocation of individual patients to the experimental and control groups, it transpired that none of these explanatory factors were advantageously associated with the ex perimental group, and such minor non-significant differences as did occur, seemed to favour the control group, in the sense that the controls might have been expected to bridge marginally earlier.
Consequently, the inference can be made that the apparent ear lier bridging of the experimental group is attributable to the inter vention constituted by the pillow positioning, presumably through the mechanical advantages it affords to the patient.
The implications of these positive findings may; • justify standard use of pillow positioning for patients with pelvic fractures; • facilitate the use of the bedpan through reducing the pain and discomfort experienced in lifting the buttocks, among such pa tients; • encourage the functional use of the hip muscles (adductors, internal rotators, flexor-iliacus) which, due to inhibition, because of their origin on the fractured bone, begin to act as synergists only and later, when union is sufficient, allow agonistic and anta gonistic action. (This claim is as yet unproved theory, but seems the most likely explanation why the affected leg lies in abduction and lateral rotation for approximately the first 10 days post frac ture); • reduce the likelihood of decubiti as a result of reducing continu ous pressure on the buttocks; as evidenced in this trial; • facilitate movement in bed, which will assist nursing processes such as changing linen and pressure care; • provide an educational advantage for nursing and physiotherapy students, by the use of simple, readily available equipment to assist patients • improve the health professional-patient interaction through the application of a simple, caring, helpful method of mechanically assisting the patient, with bed-pan use at a time when he/she feels vulnerable and out of control of his/her life. Pearsons X2 = 14,178 p = 0,0027 Gamma Y = 0,602 ASE = 0,140 f = 3,789 p < 0 ,005
Mann-Whitney z-statistic = 2,82 p < 0,01
PRACTICAL IMMUNOLOGICAL FOCUS FOR _______ 1992 ALLERGY CONGRESS_______
Advances in the field of allergy and immunology with practical impacts on the testing, diagnosis and clinical management of allergy will be a major focus at the 1992 Allergy Congress to be held in Cape Town on 24 & 25 September.
Five prominent overseas experts will participate in the formal sessions of the Allergy Congress and contribute to the practical sessions to be held on in vivo skin testing and in vitro office labora tory testing. Among these are Prof SGO Johannson of Sweden who revolutionised laboratory testing; Dr IA Emmanuel, expert on nasal allergy and sinusitis from San Francisco, and Dr Frederik Spieksma, Head of the Laboratory of Aerobiology at the University of Leiden recognised for his characterisation of the house dust mite, who will discuss current concepts regarding the allergenicity of dust mites.
The immune response and its mediators and the clinical efficacy of immunotherapy will be dealt with by Prof Staffan Ahlstedt, Professor of Immunology at the Swedish University of Gothenburg and Dr Hans-Jorgen Mailing, member of the WHO working group on allergen immunotherapy and consultant physician at the Na tional University Hospital, Copenhagen. 
